INTRODUCTION
Bereavement is one of the most difficult developmental experiences during old age (1) . Loss of a spouse may be traumatic forthe surviving spouse. Research has revealed that bereavement is accepted and viewed as trauma (2) . Despite negative effects resulting from the life crisis or trauma, positive effects may also be experienced. Post-traumatic growth (PTG) refers to positive changes after compelling and stressful life experiences; it encompasses both coping mechanisms and ongoing experiences (3) . Although there are many explanations for PTG, Tedeschi and Calhoun's Post-traumatic Growth Theory is the most comprehensive and accepted model. According to this model, PTG has three dimensions: changes in self-perception (SP), changes in relationships with others (RWO), and changes in philosophy of life (PL). These dimensions involve experiencing increased strength and self-efficacy about problems that may occur in the future, positive changes in interpersonal relationships and increased feelings of intimacy, a reevaluation of life's priorities, and a deep existential perspective (4) . It is crucial to struggle and make an effort to adjust to a traumatic life crisis to experience growth. Searching for meaning about the traumatic experience is important for PTG because an individual is prompted to make changes to former assumptions after the trauma (3) . PTG is a process of change that can lead to a different perspective about life. Spousal bereavement may require reorganization of life and openness to experiences and struggles that would follow. Hence, the loss of a spouse may motivate elderly adults to change (5) .
According to Tedeschi and Calhoun, factors such as personality traits, coping strategies, social resources of individuals, and socio-demographic variables can affect the level of PTG (3). Self-esteem is an important personal factor that plays a crucial role as a coping resource in adverse life events (6) . Similarly, social support, another resource employed to face difficult life experiences, can stimulate PTG by providing a framework for changes in an individual's life (3) . Religious coping strategies (RCOPE) are also associated with PTG in that they help make sense of the severe consequences of adverse life events. Positive religious coping (PRCOPE) is based on the notion of a secure relationship with God and the ability to find meaning in the struggle of life. On the contrary, negative religious coping (NRCOPE) reflects an insecure relationship with a more judgmental God, and vital crises are viewed as an individual self-examination. Although the term is headed by the word "negative," in fact, this process facilitates growth to the same extent as PRCOPE (7) . Both coping strategies advance to growth by means of questioning and reframing both life and the crisis (8) . In the socio-demographic context, the majority of related research indicates that women are experiencing more growth; however, findings concerning age vary, such that some researchers have reported that being younger is associated with growth, whereas others have proposed the opposite condition (9) .
Owing to the increased likelihood of mortality as age progresses, spousal bereavement is an inevitable life crisis and source of complexity for the elderly. Such losses may be underestimated because of their developmental stage. However, changes and problems after the loss can be more distressing for elderly individuals, as they lead to altered economic and identity roles. In some cases, traditional social roles result in a lack of knowledge and skills to manage the tasks previously handled by the deceased spouse, which further complicates situations for the elderly (10) . The literature on PTG is generally within the framework of chronic diseases, accidents, or terrorist attacks, whereas common life stressors such as spousal bereavement have often been neglected. Because of multiple studies have shown growth is possible after life challenging crisis, the first aim of this study was to examine the level of growth in the elderly bereaved people living in nursing homes. The study's second aim was to broaden our understanding of PTG in terms of which resources facilitate growth in this population by identifying predictors of total PTG and its subdimensions. With reference to these aims, it was hypothesized that women would report greater levels of PTG than men, and that self-esteem, perceived social support, and RCOPE would be related to PTG and its subdimensions. A major strength of the study is that it is among the first to examine PTG in the context of typical life crises among a bereaved elderly population. The findings of this investigation could be significant for future research in this area, including interventions aimed at enhancing life satisfaction and taking protective measures for elderly people's mental health.
MATERIALS AND METHOD

Participants
The participants were recruited through nursing homes in Bursa (46%), İzmir (45.3%), Ankara (5.6%), and Eskişehir (3.1%).The criteria to participate in the present study included obtaining a score of 23 or more in the Standardized Mini Mental State Examination Test (SMMT) (11, 12) and experiencing spousal bereavement at least before a year. The participants included 163bereavedwomen (54.7%) and men (45.3%). The age of the total sample ranged from 65 to 96 years (mean age: 78.73 years±7.07years).
Assessment tools
Socio-demographic Information Form: It was developed to obtain information about various demographic features and religiousness level of the participants as well as details concerning their bereavement (e.g., cause of death and time since the loss).
Multidimensional Scale of Perceived Social Support:
This scale evaluates social support by family members (SFAM), friends (SF), and significant others (SSO) (13) . It consists of 12 items on a 7-point scale (1=strongly disagree; 7=strongly agree). Eker and Arkar adapted the scale for Turkish respondents; the total score ranges from 7 to 84, and higher scores indicated more perceived social support (14) . In the present study, Cronbach's alpha was 0.92, 0.85, 0.90, and0.84 for SFAM, SF, SSO, and overall, respectively.
Rosenberg Self-Esteem Scale: This is a selfreport measure consisting of ten items that evaluate an individuals' self-esteem on a 4-point scale (1=strongly agree; 4=strongly disagree). The total score ranges from 10 to 40, and a high score indicates high self-esteem. In relation to both Turkish validity and reliability studies of the scale and the present study, Cronbach's alpha was found 0.75 (15) .
Religious Coping Scale (RCOPE): ):
The RCOPE consists of 14 items that assess employing PRCOPE and NRCOPE (8) . It is a self-report measure on a 4-point scale (1=not at all; 4=a great deal). High scores indicate a higher level of employing a particular religious coping style. The Turkish version of the scale has been used as a reliable and valid scale in the literature (16) . In the present study, Cronbach's alpha was 0.82, 0.77, and 0.82 for PRCOPE, NRCOPE, and total religios coping, respectively.
Geriatric Depression Scale:
It is a self-report measure used to identify the depression in elderly and consists of 30 items wherein respondents are required to answer Yes/No (17) . The total score ranges from 1 to 30, and scores that are higher than14 denote depression. In validity and reliability studies for Turkish population, Cronbach's alpha was found 0.92 (18) . In this study, it was 0.86 for the scale.
Post-traumatic Growth Inventory (PTGI):
The PTGI assesses positive changes perceived as a result of coping with trauma. It is a self-report measure that consists of 21 items on a 6-point scale (0=I did not experience this change as a result of my crisis; 5=I experienced this change to a very great degree) (4). Unlike the original, Turkish psychometric studies revealed three subdimensions; namely, changes in SP, RWO, and PL, with Cronbach's alpha values0.88, 0.86, and 0.87, respectively, and 0.94 for total PTG (19) . In the present study, Cronbach's alpha was 0.76, 0.68, 0.80, and 0.85 for changes in SP, RWO, PL, and overall PTG, respectively.
Procedure
The participants completed the Sociodemographic Information Form and the six scales. Before administration, approval from the nursing homes and ethical approval from Dokuz Eylül University Ethical Committee of the Faculty of Arts were obtained. The researchers informed the participants about the aim and procedures of the study, and informed consent was obtained from all the participants. First, the researchers administered SMMT and evaluated the prospective participants' cognitive assessment. Individuals who scored lower than 23, had married someone else after their bereavement, diagnosed for any psychiatric diagnosis, or used psychiatric medicine were excluded. Participants who had been married and experienced spousal bereavement more than once were asked to consider the last bereavement when answering the questions.
Statistical analysis
Data obtained from the participants were analyzed by using the SPSS 16. An independent sample t-test and multivariate analyses of variance (MANOVA) were conducted to examine gender differences in PTG, social support, RCOPE, and self-esteem. Pearson Correlation analyses were conducted to evaluate correlations between the variables, and hierarchical regression analyses were conducted to determine predictors of PTG and subdimensions.
RESULTS
Characteristics of marital relationship and the loss
Participants were asked to provide information related both to characteristics of their marital relationship (duration, satisfaction with marriage) and their spousal loss (cause of death, time since the loss). The mean marriage duration was 33.33±16.11 years. The mean value of participants' marriage satisfaction (determined by asking how satisfied they were with their marriage on 5-point scale) was 3.97±1.30. Causes of death were disease lasting more than three months (53.4%), acute illness (36%), accident (8.7%), murder (1.2%), and natural disaster (0.6%). The mean of time since the loss was 19.3±13.28 years.
Correlations between variables
Pearson correlations were calculated to evaluate correlations between the variables. The results indicated that total PTG was negatively related with gender (1=female, 2=male), whereas it was positively related with SFAM, SF, and SSO; total RCOPE; and PRCOPE and NRCOPE. SP was negatively related with gender whereas positively related with years of living in nursing homes, RCOPE, PRCOPE, and NRCOPE. RWO was negatively related with gender whereas positively related with total health problems (a sum of all of their health problems); total perceived social support, SF, SSO; and RCOPE, PRCOPE, and NRCOPE.PL was negatively related with gender, satisfaction with marriage (determined by asking how satisfied they were with their marriage on a 5-point scale), and depression. On the contrary, it was positively related with health perception (determined by asking how they assess their own health on a 5-point scale), total perceived social support, SSO, RCOPE, PRCOPE, and selfesteem.
Post-traumatic growth level of the sample and gender differences on the measures of the study
Prior to the analyses, the data were screened to evaluate whether they confirmed the assumptions, at which point two cases identified as multivariate outliers were deleted. Analyses were carried out with the remaining 161 cases.
The participants' total mean PTGI score was 75.68±13.93, and the mean scores for PTGI factors, namely, changes in SP, RWO, and PL were 5.83±6.21, 24±5.54, and 15.83±5.53, respectively. Independent sample t-tests were conducted in order to determine the difference between women's and men's PTG levels, and widows (M=79.44, SD=12.48) reported significantly more growth than widowers (M=71. 15 MANOVA was used to determine the effect of gender differences on the social support and religious coping. The results showed that the main effect of gender on social support was significant [Wilks' Λ=.94, F(3, 157)=3.35, p=.002, ηp 2 =.06].A Bonferroni correction was conducted, and alpha values lower than.016 (i.e.,.05/3) were accepted as significant. Regarding this correction, a significant main effect of gender was observed only for SFAM [F(1, 159)=5.61, p=.01, ηp 2 =.03). The results indicated that women (M=21.045, SE=0.893) reported higher levels of family support than men (M=17.904, SE=0.981).Regarding gender differences in religious coping, because the test of equality of covariance matrices was found to be statistically significant, Pillai's Trace was used instead of Wilks' Lambda. The results showed that main effect of gender was significant [Pillai's Trace=.06, F(2,158)=5.84, p=.004, ηp 2 =.06]. A Bonferroni correction was conducted, and alpha values lower than.025 (i.e.,.05/2) were accepted as significant. Regarding this correction, a significant main effect of gender was observed only for PRCOPE [F(1,159)=5.61, p=.03, ηp 2 =.02]. According to these results, women (M=25.136, SE=0.421) reported higher levels of using positive religious coping than men did (M=23.822, SE=0.462). Additionally, independent sample t-test was used to examine gender differences in relation to selfesteem. However, no significant difference was found between widows and widowers [t(159)=1.81, p=.07].
Predictors of Total PTG
Four hierarchical regression analyses using the same set of independent variables were conducted in order to determine predictors of PTG and its subdimensions. In the first step, gender (1=female, 2=male), age, years of education, satisfaction with nursing home, years of living in a nursing home, and depression were entered into the regression analyses, and then the personal resources PRCOPE and NRCOPE, self-esteem, and SFAM, SF, and SSO were entered in the second step. Mean and standard deviation values of these variables are presented in Table 1 .
The hierarchical regression analysis revealed that 12% variance explained by the first step was significant (F(6,154)=3.62, p=0.002, R2=.20), and gender contributed significantly to the regression model(t=-3.90, p<.001). Entering the personal resource variables explained an additional 20% of variation in growth, and this change in R² was significant, (F(6,148)=7.27, p<0.001).All the variables explained 32% of the variance [F(12,160)=5.89, p<0.001].In the final model, PRCOPE (t=3.60, p<.001, r=0.28); NRCOPE (t=2.05, p<.01, r=0.17); SF (t=2.20, p<.05, r=0.18); and SSO (t=2.30, p<.05, r=0.19) were positively correlated, and gender (t=-3.36, p=.001, r=-0.27) was negatively related with total PTG. In other words, PTG is enhanced if one uses religious coping and receives support from family and significant others. Furthermore, being a woman appears to be associated with a greater PTG level.
Predictors of changes in SP
The results showed that at the first step, gender (t=-3.48, p=.001) and the length of living in nursing home (t=2.43, p=.02) contributed significantly to the model and accounted for 13% of the variance (F(6,154)=3.96, p=0.001). The second step explained an additional 14% of the variation in SP, and this change in R² was significant, F (6, 148) 
Predictors of changes in RWO
The first step revealed that gender (t=-3.01, p=.002) contributed significantly to the model and accounted for 9% of the variance (F(6,154)=2.54, p<0.02). Entering the personal resource variables explained an additional 20% of variation in growth, and this change in R² was significant, F(6,148)=6.90, p<0.001. All the variables explained 29% of the variance [F(12,160)=5.02, p<0.001]. In the final model, SF (t=3.79, p<.001, r=0.29) and SSO (t=2.05, p=.04, r=0.17) were positively related with RWO, whereas gender (t=-3.25, p=.001, r=-0.26) was negatively related.
Predictors of changes in PL
The results of the first step showed that gender (t=-2.72, p=.01) and depression (t=-2.37, p=.02) contributed significantly to the model and accounted for 11% of the variance (F(6,154)=3.28, p<.05). The second step explained an additional 13% of the variation in PL, and this change in R² was significant (F(6,148)=4.26, p=.001). All the variables explained 24% of the variance [F(12,160)=3.98, p<.001]. In the final model, SSO (t=2.69, p=.01, .81
Satisfaction of nursing home Table 2 summarizes the results of hierarchical regression analyses.
DISCUSSION
This is the first comprehensive study examining the relationships among personal and social resources related to PTG in bereaved elderly in Turkey. The first aim of this study was to assess levels of PTG in the elderly. The total scores of PTG obtained from the current sample revealed that the bereaved elderly experienced a moderately high level of growth relative to other samples (19) . This finding may be related to the particular sample of elderly individuals and to the nature of their life crisis. Loss of a spouse may remind the elderly of their own mortality; their thoughts may include, "Life will end and being alive is invaluable. "Bereaved individuals may experience a sense that they should reconsider their priorities in life. A life-long partnership interrupted by an inevitable life event such as death may result in individuals feeling stronger because of facing struggles alone; accordingly, this may enhance the experience of growth. Results revealed that the years of living in a nursing home were only associated with changes in SP. Accordingly, the more years spent in a nursing home, the greater one's SP. After the death of a spouse, individuals may have had to adaptor the nursing home environment and realized that they could carry on with life without a spouse. Furthermore, the results revealed that women reported significantly more growth than men for overall PTG and the three subdimensions. Additionally, being a woman was a PTG predictor. This finding may be related to different aspects of marriage. Marriage has its own social, emotional, and instrumental aspects for both genders. Generally, a man appears to perceive his wife as the primary resource of emotional support (10, 20) . Because men depend on women for many vital tasks in our culture, women may adapt to living alone easily after conjugal loss.
The findings indicated that the relationship between total PTG and PRCOPE (r=0.33, p<0.01) was stronger than that between PTG and NRCOPE (r=0.19, p<0.05). The MANOVA results suggest that widows have a higher tendency to use PRCOPE, which might explain why women reported higher levels of growth than men. Additionally, it was found that both types of RCOPE were predictors of PT. It is suggested that a life crisis such as spousal bereavement may damage people's assumptions and schemas, thereby resulting into efforts to find meaning in the loss with difficult feelings (3). Spiritual and/or religious beliefs have a major impact on finding meaning in the loss of loved ones. Using RCOPE in the face of "life-altering events," regardless of the "negative," can lead to changing perspective about the world after spiritual questioning; thus, the loss may be described as "part of the plan of God" by the individual and may result in a deeper spiritual understanding (8, 21, 22) . A bereaved elderly may accept this situation and change personally and spiritually. Through the existential struggle after the loss and through the process of sense-making, bereaved people may experience growth regardless of their type of RCOPE and believe that life is a one-time chance.
Social support is another important resource for PTG (23) . Although total perceived social support was correlated positively with total PTG, regression analysis revealed that it was not a PTG predictor. When examined in more detail, it was found to be noteworthy that SF and SSO predicted PTG. Support from friends may be more beneficial than family support for the emotional problems experienced by the person who has lost a spouse (24) . The results also showed that women tended to perceive more support from their families. This can be explained by a greater tendency of women to build intimate relations with family members and friends, whereas men tend to receive support from their spouses for a range of social relationships. Moreover, older women are more likely than men to gain benefits from social networks (5) . Furthermore, in Turkish society, support from family may be perceived as something ordinary. In essence, perceived social support by the elderly appears important with regard to positive changes after the loss and to promoting emotional well-being.
Self-esteem was positively correlated with only changes in PL. On the contrary, regression analyses showed that self-esteem was not a PTG predictor. This finding is not in accordance with studies that have found that high self-esteem is related to PTG (7) . Skills deficiencies are more prominent for those who have been married for many years, thus rendering the process of loss even more difficult. Self-esteem is an important characteristic for adjusting to changes and gaining new skills after a loss (25) . However, the convenience of living in a nursing home may compensate for such shortcomings in bereaved older individuals. Thus, for elderly widows/widowers living in nursing homes, other resources may be more beneficial for one's perspective of life after the loss.
Although the findings of this study have contributed to existing literature, it has several limitations such as the utilization of a crosssectional design, self-report scales, and a sample of participants living in nursing homes. Finally, as a clinical implication, interventions should focus on increasing social support resources and coping strategies to foster PTG. Moreover, supporting older adults in skills that transcend gender role boundaries would be beneficial for preventive health policy.
